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Executive Summary

Legislation in 2006 requires the Division of Menitidalth, Developmental Disabilities and Substance
Abuse Services to report to the Legislative Ovédntsi@ommittee every six months on progress made in
seven statewide performance domains. This repdnei§fth in a series of reports, with each report
building upon previous reports. The following aighlights from each of the domains herein.

Highlights

Domain 1: Access to Serviceq1) Overall, in recent years there has beememease in the number of
persons served by local management entities (LMEg)ss the state which can be attributed to both
improvements in LME data submission and an increaadmissions. The number of persons enrolled
by LMEs increased in the past year in every diggl@roup for adults but experienced decreasesénye
disability group for children/adolescents. (2) Abhall persons seeking emergent care are seen by a
provider promptly after requesting services (98846 of persons seeking urgent care are seen wigin
hours of requesting services; and slightly mora tihaee-fourths of persons seeking routine cara-(no
urgent) are seen within fourteen calendar dayss fidpresents an improvement in the timelinessraf ca
for all three groups over the same period of tleipus year.

Domain 2: Individualized Planning and Suppertfl) The majority (63%) of consumers with
developmental disabilities report choosing the esageager at a much higher rate than reports oflitsni
in other states. In addition, an overwhelming nun{B8%) of consumers with developmental disabditie
report their case manager is helpful in gettingeseary services and supports. (2) The vast majafrity
consumers with mental health and substance absseldrs report choosing the services they receiged
well as their treatment goals. However, fewer aglmats report being involved in choosing their isew
than other age groups and fewer adults report ohecttieir treatment goals compared to other age
groups.

Domain 3: Promotion of Best Practice¢1) North Carolina Systemic, Therapeutic Assesgs) Respite
and Treatment (NC START) teams, Mobile crisis ma&magnt teams and walk-in crisis and psychiatric
aftercare programs are serving MH/DD/SA consumersisis in their communities, reducing the need
for psychiatric hospitalization. The number of ende-based mental health services has been inweasi
over the past two fiscal years. The number in exddebased substance abuse services steadily climbed
but fell in the fourth quarter of SFY 2009-10, gbsdue to the lag time needed for claims to be
reported. (2) Admissions to the state alcohol and dbuse treatment centers have increased iashe |
five years, while there has been a significant dnogdmissions to state psychiatric hospitals sBie¥
2006-07. This is likely due both to increases imoaunity inpatient capacity and to policies to delay
admissions when state hospitals are over cap#8jtjReadmissions to state psychiatric hospitals
continue to remain higher for North Carolina thiaa hation.

Domain 4: Consumer-Friendly Outcomegl) While the majority of consumers with devetamtal
disabilities report choosing where work and théf stho assist them at home and work, less thandfalf
them report choosing where they live (which isghee pattern seen in all other states). (2) Méwialth
and substance abuse consumers continue to shovingfgimmprovements in various aspects of their
lives after three months of service.

Domain 5: Quality Management System§l) Provider performance reports are being @iatith

Critical Access Behavioral Health Agencies (CABHAs}he coming year. These public reports will
give information to help individuals choose ageadieat can meet their service needs (2) A new and
improved reporting system for the Division’s congumautcomes system, Outcomes at a Glance 2.0, is




being implemented to replace the current onlindlbdaard and will provide multiple options to query
outcomes data including provider-level data.

Domain 6: System Efficiency and Effectivenesfl) LMES’ timely and accurate submission of data
the Division has improved by 14 percentage poirumnffirst quarter of SFY 2008-09 to the fourth daar
of SFY 2009-10. (2) The Department of Health andnidn Services has approved a definition and
description of a new category of provider agenaytical Access Behavioral Health Agency (CABHA),
which is designed to ensure that critical servaresdelivered by a clinically competent organizatidgth
appropriate medical oversight and the ability ttivée a continuum of services. The CABHA will move
the public system over time to a more coherentceelivery model that reduces clinical fragmeotat
at the local level and begins to prepare the penedmmunity for the changes that will be required
waiver environment. A rigorous monitoring protogall assure that CABHAs continue to meet quality-
of-care and patient-outcome standards.

Domain 7: Prevention and Early Interventieifl) The North Carolina State Epidemiological Woup,
comprised of staff from multiple state agenciedlished an updated Substance Abuse Data Inverasry,
a part of the North Carolina Strategic Preventicamfework-State Incentive Grant. This comprehensive
report describes data repositories, data systamdsjaa sources that contain indicators of substanc
abuse consumption patterns and consequences in Garolina for use by local and state program
planners and evaluators.
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Mental Health, Developmental Disabilities and Subsince Abuse Services
Statewide System Performance Report
SFY 2010-11: Fall Report

Introduction

TheMental Health, Developmental Disabilities and Substance Abuse Services Satewide System
Performance Report is presented in response to Session Law 2006Sekdion 2.(a)(c) and builds on the
measures reported in previous semi-annual repdes Appendix A).

Domain 1: Access to Services

Access to Services refers to the process of egténmservice system. This domain measures the
system’s effectiveness in providing easy and gamtess to services for individuals with mental tieal
developmental disabilities and substance abus&seameeds who request help. Timely access is éakent
for helping to engage people in treatment long ghdo improve or restore personal control overrthei
lives, and to prevent crises. Both the Substanaeséland Mental Health Services Administration
(SAMHSA) National Outcome Measures and Center€fdS Quality Framework include measures of
consumers’ access to services.

Measure 1.1: Persons Receiving Community Services

The Division is committed to serving individualstivimental health, developmental disabilities, and
substance abuse needs in their communities rdtherin institutional settings whenever possible.
Tracking the number of persons that the LMEs serv®mmunities provides a barometer of progress on
this goal.

Measure 1.1 contains information on the numbereo$gns that the state’s mental health, developmenta
disabilities and substance abuse system has seveedhe past five state fiscal years, accordin¢o
LMEs’ data on enrolled consumers. In the followthgee tables, the number of persons served is
determined from data submitted to the Division’&e® Data Warehouse (CDW) by the LMEs.

Based on data the LMEs submit, Table 1.1.a. shbatghe number of persons who have been served in
the community over the past five state fiscal yexqserienced a steady decrease from SFY 2005-06 to
SFY 2007-08 but has increased five percent siraititine. The decrease during the earlier yearsaisfl
the closing ofnactive records, as discussed in previous issues of@p@t. The increase in recent years
reflects continued improvement in data qualityl BE=s have resolved issues around data submission
and the Department has begun providing informatidodMESs on consumers served by directly-enrolled
Medicaid providers.

! see Appendix B for SAMHSA National Outcome Measwed Appendix C for CMS Quality Framework.

2 The numbers for SFY 2008-2009 have been updated #ire Fall 2009 Report.
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Table 1.1.a
Number of Persons Sernved in the Community
for All Disability Groups
SFY 05/06 - SFY 09/10
400,000
350,000 - 326,563 323,695
319,543 : !
315338 306,907
300,000 -
250,000 -
200,000 -
150,000 -
100,000 ‘ ‘ T T
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10

SOURCE: DMH/DD/SAS’s Client Data Warehouse. JulgQ05 - June 30, 2010.

Table 1.1.b. on the next page, shows differinggpast by disability for the number of adults who dav
been served in the community over the past fivie iscal years.

» Adults with a primary mental health diagnosis: The nhumber of adults served in the community
over the past five years has decreasedpproximately 4%.

» Adults with a primary developmental disability diagnosis: The number of adults served in the
community over the past five years has incredsed%.

= Adults with a primary substance abuse diagnosisThe number of adults served in the
community over the past five years has decrebge?b%.

While there was a downward trend in treatment sessto adults with substance abuse problems in SFY
2005-06 through SFY 2007-08, there was a 41% isersmce that time. In the past state fiscal year,
there has been a five percent increase in pergomsds A very similar trend was occurring with adul
mental health consumers, however there has only d@®me percent increase in persons served irete p
year. Services to adults with developmental digeds have remained relatively stable over the fiae
fiscal years, with a seven percent increase sifde2Z005-06.




Table 1.1.b
Number of Adults Served in the Community
by Disability Group
SFY 05/06 - SFY 09/10

200,000 175,938
, 173,282 164 692 168,197 169,566
y __ — —

150,000 -
100,000 72,080 75,575

56,094 55,360 53;130/‘———1

50,000 - A bl
12,818 13,370 13,606 13,688 13,734
O T T T T

SFY05/06  SFYO06/07 SFYO07/08 SFY08/09  SFY09/10

—— MH Adult DD Adult —aA— SA Adult

SOURCE: DMH/DD/SAS's Client Data Warehouse. JulpQ05 - June 30, 2010.

Table 1.1.c, on the next page, shows the numbehilofren and/or adolescents who received publicly-
funded services in the community through the LMisrdhe past five state fiscal years. Mental health
and substance abuse were the two disabilitiesettprienced a decrease in the number of childréfoan
adolescents served in the community over that ge@bildren and/or adolescents with developmental
disabilities saw a slight increase in numbers of@es served. However, all three disabilities
experienced a decrease in the number of childrdfoaadolescents served in the community in thé pas
year. This decrease in the past state fiscal ydl@cts Department of Health and Human Services
(DHHS) efforts to improve management of communiggéd Medicaid services, as well as budget
reductions in SFY 2009-10.

» Children/Adolescents with a primary mental health dagnosis: The number of children and
adolescents served in the community over the pasyéars has decreasey 15%.

= Children/Adolescents with a primary developmental dsability diagnosis: The number of
children and adolescents served in the communigy the past five years has increabg®%.

= Children/Adolescents with a primary substance abusdiagnosis:The number of adolescents
served in the community over the past five yeassdexreaselly 22%.




Table 1.1.c
Number of Children/Adolescents Served in the Community
by Disability Group
SFY 05/06 - SFY 09/10
80,000
60,000 esm
56,877
40,000 -
20,000
5,595 5,753 6,267 6,151 6,008
0 A2379 ‘ A L975 AL957 42,466 ‘ 4 1,845
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10
‘ —&— MH Child/Adolescent DD Child/Adolescent —a— SA Adolescent

SOURCE: DMH/DD/SAS's Client Data Warehouse. JulpQ05 - June 30, 2010.

The Division expects the number of children and adescents receiving mental health and/or
substance abuse services to decrease, due to ongdindget restrictions. The Division continues to
work closely with LMEs and providers to develop andmplement strategies to deliver services to
children and adolescents efficiently, so that those need of behavioral health care can receive it.

Measure 1.2: Timeliness of Initial Service

Timeliness of Initial Service is a nationally actpmeasurithat refers to the time between an
individual’s call to an LME or provider to requesstrvice and their first face-to-face service. Atays
that responds quickly to a request for help camgirea crisis that might otherwise result in greate
trauma to the individual and more costly care far $ystem. Responding when an individual is ready t
seek help also supports his or her efforts to eartdrremain in services long enough to have aipesit
outcome.

Individuals who request care during crisis situagiare usually seen very quickly. In the last cgraot
SFY 2009-10:
* 98% of those requesting care in emergency situatia@re seen within two hours.

* 84% of those requesting care in urgent situatiosxegeen within 48 hours.

This represents a one percentage point improvefoerstich of these groups over the same periodeof th
previous year.

In the last quarter of SFY 2009-10, just over tHiagths of persons requesting routine (non-urgent)
services were seen, as shown in Table 1.2 on ttigpage. Looking over time, the percentage of all
consumers seeking routine care over the past &te fiscal years who weeetually seen by a provider

% Health Plan Employer Data and Information Set (HE®) measures.
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within the required timeframe of requesting sersibas steadily increased since the low of 66% tegor
in the first quarter of SFY 2008-09 to the hig8@fb reported in the third quarter of SFY 2009-10.

Table 1.2
Percentage of Persons Seen within 14 Days of
Request for Routine Care
SFY 08/09 - SFY 09/10
100% 829%
78%  80% ° 1%
72% 75%
80% - 9
0 66% 67%
60% -
40% -
20% -
0%
Jul-Sep | Oct-Dec| Jan-Mar| Apr-Jun | Jul-Sep | Oct-Dec | Jan-Mar| Apr-Jun
2008 2008 2009 2009 2009 2009 2010 2010
SFY 08/09 SFY 09/10

SOURCE: Data from LME screening, triage, and refdogs submitted to the NC
Division of MH/DD/SAS, published in Quarterly Perfoance Contract reports.

While the Division and LMEs continue to emphasizeltte importance of timely access, the Division
expects performance on this measure to level off duo the budget restrictions.The Division will
continue monitoring the LMES’ progress in this reatis part of th®HHSLME Performance Contract.

Domain 2: Individualized Planning and Supports

Individualized Planning and Supports refers togfaetice of tailoring services to fit the needshaf
individual rather than simply providing a standaedivice package. It addresses an individual's and/o
family’s involvement in planning for the delivery appropriate services. Services that focus on wghat
important_toindividuals (and to their families when appropejaire more likely to engage them in service
and encourage them to take charge of their liveadtition, services that address what is impoftant
them produce improved life outcomes more efficieatid effectively.

The CMS Quality Framework encourages measuringxtent to which consumers are involved in
developing their service plans, have a choice anppogders, and receive assistance in obtaining and
moving between services when necessary.

Measure 2.1: Consumer Choice of Providers

Offering choice is the initial step in honoring tinéividualized needs of persons with disabiliti€se
ability of a consumer to exercise a meaningful cbaif providers depends first and foremost on hpsin
sufficient number of qualified providers to sertiese requesting help. In addition, having a vaicthe
service and staff person(s) that feel most supgott an individual can mean the difference between
willing engagement in services or discontinuatibservices before recovery or stability can be exxéal.
With sufficient provider capacity, consumers hameopportunity to select services from agencies that
can meet their individual scheduling and transpiomarequirements, address their individual needs
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effectively and encourage them in a way that fpelsonally comfortable and supportive. The tabtes o
the following pages address the extent to whickviddals report having a choice in who serves them
and/or the services they receive.

Consumers with Developmental Disabilities (Table 2.a) In annual interviews with DD consumers in
SFY 2008-09, just under two-thirds of the consuniefdorth Carolina reported choosing their case
manager compared to 55% reporting this for allipipeting states (see Table 2.1.a below). In SF§820
09, the Consumer Survey is able to provide resgobased on where the consumer lives. As seerin th
table below, consumers in North Carolina who residen institution were the least likely to report
choosing their case manager (20%) while consurmeng in their own home were more likely to report
choosing their case manager (78%). (See Appendax Betails on the National Core Indicators Prdgect
Consumer Survey.)

Table 2.1.a
Choice of Case Manager for Consumers
with Developmental Disabilities by Living Arrangement

oo SFY 08/09
0
75% &%72%  70%
0
50%
2506 |

0%

Institution  Community- Individual's Parent's Overall
Based Home Home
Facility
@ NC m All Participating States

SOURCE: National Core Indicators Project, Consusawey. Project Year 2008-09.

Consumers with Mental Health and Substance Abuse Babilities (Table 2.1.b) In the annual
Division survey of persons with mental health dostance abuse disabilities, a large majority regbrt
positive feedback regarding choosing the serviceg teceived. While parents of children under tipe a
of 12 and adults were highly likely to agree thnyt had input into the services received, adoldéscen
were less likely than these two groups to repdgihg to choose their services. (See Appendix D for
more information on the Mental Health Statisticaprovement Project Consumer Survey.)
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Table 2.1.b
Choice of Services for Consumers Receiving
Mental Health or Substance Abuse Services
SFY 09/10, Fall Survey Administration

100%
75%
50%
25%
0%
Parents of children Adolescents Adults
under 12

SOURCE: Mental Health Statistical Improvement Pebf@onsumer Survey (MHSIP-CS)

As the Legislature and Department revise servitigely mechanisms and respond to the current
economic situation, some consumers will have toartownew provider agenciebhese changes are
anticipated to result in a more cost effective systn while still ensuring consumers their choice of
service providers.

Measure 2.2: Person-Centered Planning

A Person-Centered Plan (PCP) is the basis foridgalized planning and service provision. It allows
consumers and family members to guide decisiongtat services are appropriate to meet their needs
and goals and tracks progress toward those goalsngia voice in choosing personally meaningfullgioa
is a critical step toward recovery and self-deteation. The Division requires a PCP for most pesson
who receive enhanced benefit servitasd has implemented a standardized format armriggaio

ensure statewide adoption of this practice. Adalewing tables show, a large majority of consumer
and their family members are involved in the septanning and delivery process.

Consumers with Developmental Disabilities (Table 2.a) In SFY 2008-09, the large majority of
North Carolina consumers with developmental dig#sl (88%) reported that their case manager helps
get them the services and supports they need @dge 2.2.a on the next page). North Carolina
consumers, regardless of where they live, were muamte likely to report involvement in planning
compared to consumers in all states using thisssur¢See Appendix D for more information on this
survey.)

*“The enhanced benefit service definition packaderipersons with complicated service need3ate
MH/DD/SAS Plan 2005, p. 58

11



Table 2.2.a
Input into Planning Senices and Supports for Consumers with
Developmental Disabilities by Living Arrangement

SFY 08/09
100% -
93%
87% 89% 89% 88%
80% -
60% -
Community-  Individual's Home Parent's Home Overall
Based Facility
@ North Carolina m All Participating States ‘

SOURCE: National Core Indicators Project, Consugwwvey. Project Year 2008-09.

Consumers with Mental Health and Substance Abuse Babilities (Table 2.2.b) Every year in a
consumer survey the Division asks mental healthsahdtance abuse consumers about their having a
choice of treatment goals. As Table 2.2.b sholmesyast majority of mental health and substanceabu
consumers in the annual survey have consisternlyrted choosing or helping to choose their treatmen
goals across all groups reporting: parents of ofsildinder the age of 12, adolescents, and addltse
parents of children under the age of 12 reporgednly input into their treatment goals than adattd
adolescents. (See Appendix D for more informationh® Mental Health Statistical Improvement Project
Consumer Survey.)

Table 2.2.b
Choice of Treatment Goals for Consumers Receiving
Mental Health or Substance Abuse Services
SFY 09/10, Fall Survey Administration
100%

75%

50%

25%

0%

Parents of children Adolescents Adults
under 12

SOURCE: Mental Health Statistical Improvement Pebfgonsumer Survey (MHSIP-CS)
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The state has made immense efforts to instituéesavery-oriented system of care that strongly
encourages consumer and family participation imisermplanning and delivery, as evidenced by the
positive results shown above. The continued grawithrefinement of person-centered thinking will be
critically important as LMESs transition consumetd of community support and residential services to
more focused and appropriate cdree impact of these transitions on the measures hewill depend
on how well LMEs and providers are able to indentiy services that meet consumers’ and parents’
expectations and address critical service needs.

Domain 3: Promotion of Best Practices

This domain refers to adopting and supporting pnavedels of service that give individuals the best
chance to live full lives in their chosen commuastilt includes support of community-based programs
and practice models that scientific research hag/shiesult in improved functioning of persons with
disabilities, as well as promising practices thatr@cognized nationally. SAMHSA requires states to
report on the availability of evidence-based pradias part of the National Outcome Measures irtahen
health and substance abuse prevention and treatment

Supporting best practices requires adopting paithat encourage the use of natural supports,
community resources and community-based servidersigs funding the development of evidence-based
practices; offering incentives to providers who ptadhose practices and providing oversight and
technical assistance to ensure the quality of teeséces.

The North Carolina Practice Improvement Collabesa{NC PIC) provides guidance to the Division in
determining the evidence-based practices thatagijprovided through our public system. With
representatives of all three disabilities, the NC meets quarterly to review and discuss practicats
have been submitted for evaluation, examine isthagsaffect the readiness of the practice for adaph
our state, and to prioritize recommendations fer@ivision Director.

Measure 3.1: Persons Receiving Evidence-Based Practices

Community-based Crisis ServicesAn effective community-based service system staitts flexible,
responsive crisis services that can come to theopen need and assist other responders on-sii®. Th
approach helps to prevent inappropriate, costlywammecessary hospitalization or detention of pexrson
undergoing a behavioral health crisis.

= NC START: As discussed in the Fall 2009 issue of this repd€ START (North Carolina
Systemic, Therapeutic Assessment, Respite andniiead) is a community-based crisis
prevention and intervention program for people wiittellectual/Developmental Disabilities
(I/DD) who experience crises due to complex behavibealth issues. The NC START program
is comprised of six clinical teams, with two team&ach of the three regions in the state.

Since implementation in January 2009, the demantl@®START services has increased
dramatically. The following data comparison betw#enfirst complete reporting period of
SFYO09 (April-June) and SFY 2009-10 are reflecti¥¢he increase in demand:

13



NC START SERVICES April — June July 2009 —
2009 June 2010
Cumulative caseload 158 394
Crisis intervention services (number of events) 160 667
Respite admissions 32 405
Planned services (hours provided)* 1392 6031
Training and education (hours provided) 334 2085

* Includes cross system crisis planning developiiegthavior support planning, developmental
center transitions support, and intake and assegésme

Of the crisis intervention services provided in SEX09-10:

* 61% remained in their current setting

* 20% were admitted to crisis respite

* 7% were admitted to a community psychiatric hagpit
* 6% were admitted to a state psychiatric hospital

For additional information, the NC START annualedgpmay be found at
http://www.ncdhhs.gov/imhddsas/statspublicationgfispannual report nc start final.pdf

Mobile Crisis Managementn 2008 the General Assembly appropriated fund€fisis services
and General Session Law 2008-107 (HB2436) providggbort for the development of 30
community Mobile Crisis Management Teams. From danthrough June 2010, Mobile Crisis
Management Teams provided 12,808sis responses. Of those, 3,647 dispositio8%cjavere
for admissions to state hospitals, state alcohdldring abuse treatment centers, or community
hospitals, and only 93 (1%) involved jail or detent All of the other cases (71%) involved
dispositions to non-inpatient community settings.

Walk-In Crisis and Psychiatric Aftercare SFY 2008-09, the Legislature provided funds to
establish 30 walk-in crisis and psychiatric afteegarograms. These centers provide immediate
care to adults, adolescents, or families in cdgisctly or through telepsychiatry. From January
2010 through June 2010, these walk-in centers geovi 39,065 services to consumers, 13%
(17,954 services) of which were in response teesrisAmong consumers who received services
at walk-in centers, only 1% (1,434) required inpatihospitalization, while in 94%of cases,
individuals were connected to MH/DD/SAS providerghieir communities.

Consumers with Mental Health Disabilities: Adults with severe and persistent mental illnesgt=n

need more than outpatient therapy or medicationmsdimtain stable lives in their communities.
Community support teams (CST) and assertive commytneiatment teams (ACTT) are designed to
provide intensive, wrap-around services to prefreguent hospitalizations for these individuals aetp
them successfully live in their communities. Aswhadn Table 3.1.a on the next page, the number of
adults served in ACTT has been increasing steadiy the past two years (an increase of 20% shee t
first quarter of SFY 2008-09), while the numbeiadiilts served in CST has increased almost 400%
during the past two state fiscal years.

® These data reflect the services provided by Mdbilsis Management Teams from all Local ManagemeitiEs
except PBH.
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Table 3.1.a
Number of Persons Served in ACTT and CST
SFY 08/09 - SFY 09/10
15,000

12,478
12,000 | 11,432

9,000 -

6,000 -

3,000 | 2887 .
2589 2814 2858 2886 2985 2,987 3,024

3,215

July - Oct.- Jan.- April- July- Oct.- Jan.- April -
Sept. Dec. March June  Sept. Dec. March June
2008 2008 2009 2009 2009 2009 2010 2010

—o— ACTT —m—CST

SOURCE: Medicaid and State Service Claims Daty. Du2008 - June 30, 2010.

Best practice services that support community ¢§vior children and adolescents with severe emotiona
disturbances and/or substance abuse problemseaéquilvement of the whole family. Two of thesetbes
practices — intensive in-home (lIH) and multi-sysie therapy (MST) — help reduce the number of
children placed in residential and inpatient c&ible 3.1.b shows that the number of youths served

IIH has increased 500% during the past two statafiyears while the number of youths served in MST
increased 51% in the same time period.

Table 3.1.b
Number of Persons Served in [IH and MST

SFY 08/09 - SFY 09/10
8,000

7,000 -
6,000 -
5,000 -
4,000 -
3,000 -

2,000 | 1,290

445
1,000 - 2 308 331 339 383 409 419
0 % O B——= ———8—a—=

July - Oct.- Jan.- April- July- Oct.- Jan.- April -
Sept. Dec. March June  Sept. Dec. March  June
2008 2008 2009 2009 2009 2009 2010 2010

—o—IIH —m—MST

SOURCE: Medicaid and State Service Claims Daty. Ju2008 - June 30, 2010.

15



Consumers with Substance Abuse Disabilitiedkecovery for individuals with substance abuse
disorders requires service to begin immediatelymdne individual seeks care and to continue with
sufficient intensity and duration to achieve andntan abstinence. The substance abuse intensive
outpatient program (SAIOP) and comprehensive oigiplatreatment (SACOT) models support those
intensive services using best practices, such &isational interviewing techniques. SAIOP has saen
30% increase in the number of persons served Hieckrst quarter of SFY 2008-09 (see Table 3.1.c
below). SACOT services have remained relativedfplet with only slight fluctuations in the last two
years serving a low of 295 consumers in the seqoadter of SFY 2008-09 to a high of 423 consumers
in the third quarter of SFY 2009-10.

Table 3.1.c
Number of Persons Sened in SACOT and SAIOP
SFY 08/09 - SFY 09/10

2,500
1821 2055 2,001

2,000 - ’ 1762

’ 1,694 1673

1536 1,645

1,500 -
1,000 -

500 4 355 295 329 325 348 352 423 406

0 | | | |

July - Oct.- Jan.- April- July- Oct.- Jan.- April -
Sept. Dec. March  June Sept. Dec. March June
2008 2008 2009 2009 2009 2009 2010 2010

—e— SACOT —m— SAIOP

SOURCE: Medicaid and State Service Claims Daty. Ju2008 - June 30, 2010.

The increases in use of evidence-based mentahhaadt substance abuse practices over the past two
years reflects the Division’s efforts to promotteimsive, cost-effective services that help indigidu
move toward recovery and independence from theigsbeivice system. However, the required
reductions to service funds this fiscal year cdwdge the impact of reducing the number of provicdéis
to offer these service$he Division is working to define a well-balanced aay of services, so that the
distribution among types of enhanced services offered can bddeed, even if the overall number

of best-practice service providers does not grow dung the current economic environment.

Measure 3.2: Use of State Operated Services

Psychiatric Hospitals A service system in which individuals receive thevices and supports they need
in their home communities allows them to stay cateeto their loved ones. This is a particulariyical
component of recovery or self-determination in gnoé crisis. As discussed under Measure 3.1 above,
service systems that provide community-based aesigsonse services can help individuals maintain
support from their family and friends, while recugithe use of state-operated psychiatric hospitals
times of acute crisis.

As stated in previous reports, North Carolina hseduts state psychiatric hospitals to provide lawtite
(30 days or less) and long-term care. In most atetes, acute care is provided in private hospital
reserving the use of state psychiatric hospitaledmsumers needing long-term care. North Carolina,
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however, has historically served more people ovards state psychiatric hospitals than othetestand
with shorter average lengths of stay.

According to Table 3.2.a North Carolina has corgthto provide treatment for persons in its state
psychiatric hospitals at approximately twice théaral rate across all ages, according to the measint
report (federal fiscal year (FFY) 2008) from then@e for Mental Health Services (CMHS).

Table 3.2.a
Rate of Persons Served in State Psychiatric Hospitals by Age
FFY 2008

Rate per 1,000
Population

0-17 18-20 21-64 65 and over Total for all
ages

Age of Consumers

@ North Carolina m United States

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
as reported in the North Carolina Community Mehtealth Block Grant report, FFY 2008.

Over the past five years, the number of admisdiotise state psychiatric hospitals has been sagmfly
reduced, as shown on the next page in Table 3.8ibce SFY 2005-06, the number of admissionseo th
state psychiatric hospitals decreased by almostitwds. This is likely due both to increases in
community inpatient capacity and to policies toagehdmissions when state hospitals are over cgpacit
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Table 3.2.b
Admissions to State Psychiatric Hospitals
SFY 05/06 - SFY 09/10
25,000 ~
20,000 - 17309 17,419
15.000 - 13,570
10,000 - 8873
6,355
5,000 -
0
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
for state psychiatric hospital admissions durinly 1y12005 - June 30, 2010.

Over the past few years, the Division has useddapugropriated by the Legislature to expand inpatie
psychiatric care in community settings. These &ulthil inpatient services, coupled with the commynit
crisis services discussed aboakowed for an 11 percent increase in the numbg@eofons served in
community hospitals using state funds in SFY 2009vihile decreasing the average stay and cost per
person by 11%The Division expects these new community services lhelp relieve the admissions
pressure on state psychiatric hospitals.

Alcohol and Drug Abuse Treatment CentersIn contrast to efforts toeduce the use of state
psychiatric hospitals for short-term care, the B continues to work with tHeivision of
State-Operated Healthcare Facilit{fEssOHF) toincrease the use of state alcohol and drug
treatment centers (ADATCSs) for acute care. ADAT@saiitical resources to serve individuals
who are exhibiting primary substance abuse problémisare beyond the treatment capacity of
local community services, but for whom psychiabhaspitalization is not appropriate. Due to
an increase in acute capacity in the ADATCs angrobd management practices, total
admissions to ADATCs has climbed substantially fi@@865 in SFY 2005-06 to 4,301 in SFY
2009-10 (a 12% increase). Wite opening of acute units, the ADATCs are now &bleerve
individuals with substance abuse problems thatiader Involuntary Commitment and then
provide step-down inpatient services prior to disgle to ongoing treatment in the community
In addition to making needed substance abuse care awvailable and continuous, this
increased capacity helps to relieve the inappropuae of state psychiatric hospitals for
persons with substance abuse disordérs. Division expects admissions to ADATCs to
continue increasing over the current fiscal year.

18



Table 3.2.c
Admissions to ADATCs
SFY 05/06 - SFY 09/10
5,000 -
’ 4,429
4,118 4,301
3,855
3,000 -
2,000 -
1,000 -
0
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
for ADATC admissions during July 1, 2005 - June 3010.

Measure 3.3: State Psychiatric Hospital Readmissions

An effective service system provides enough suppdntelp prevent consumer crises and minimize their
impact through appropriate planning and treatmRaturring hospitalization for persons who are ijkel

to experience frequent crises is a signal thattaaail supports are needed. Tracking hospital
readmissions within 30 days of discharge is acaiitmeasure of consumer care (adopted by SAMHSA's
Center for Mental Health Services) that providesttho Divisions with information on where more
comprehensive services might be needed.

Table 3.3, on the next page, shows the percerdrafusmers requiring readmission to state hospitals
within 30 days and within 180 days of discharge Nbrth Carolina as well as nationwide, the
readmission rate is more than double when comp#nie@0 day follow-up period to the 180 day follow-
up period. Also, as seen in the table on the page, North Carolina state psychiatric hospital
readmissions are somewhat higher than that ofahemfor both the 30-day and 180-day time periods.
The two Divisions expect that expanded access tonemunity crisis services will decrease
readmissions to state psychiatric hospitals. Howekdf the availability of intensive community
services is constrained by the current economic dawurn, the number of crises among fragile
consumers may increase the demand on all types opiatient hospital care.
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Table 3.3
Readmission Rates to State Psychiatric Hospitals

FFY 2008
100%
75% |
50% -
2506 231%  21.3%
10.9% 9.3% -
0% -

30-day 180-day

@ North Carolina m United States ‘

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
as reported in the North Carolina Community Mehtaélth Block Grant report, FFY 2008.

Measure 3.4: Transitions to Community from State Developmental Centers

The Division of State-Operated Healthcare Facdianad DMHDDSASare working together to increase
opportunities for individuals with developmentasalbilities to live in community settings, when
appropriate and desired. For individuals movingrfithe developmental centers to the community,
transition planning begins many months prior tekizsge’ This involves multiple person-centered
planning meetings between the individual, theirrdiam, the treatment team and the provider that has
been selected by the individual and their guardsmmvice delivery begins immediately upon leavimg t
developmental center. During SFY 2009-10, a tofal3 individuals were discharged from the general
population of the developmental centers to the canity.” All 13 individuals went directly from
services at the developmental centers to servicdgicommunity. Table 3.4 on the next page shbw/s
type of community setting to which the individuateved.

While movement of individuals to community settingshas continued slowly, the Divisions expect
that the NC-START program will increase opportunities for individuals to move to community
settings in SFY 2009-10 by ensuring access to nesay crisis and respite services.

® Best practice for persons with DD moving from oexeell of care to another is to receive immediat¥elup care
that adheres to prior planning decisions that im@dlall relevant parties.

" This number does not include persons discharged §mecialty programs or respite care in the deveégal
centers.
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Table 3.4
Follow-Up Care for DD Consumers Discharged fronte&Sidevelopmental Centers
SFY 2009/10

Time Period Number of Individuals Movec Type of Community Setting
to Community
July — September 2009 3 3 to supervised livingdom
1 to ICF-MR group home
October — December 2009 2
1 to natural family
1 to ICF-MR group home
1 to supervised living home
January — March 2010 4
1 to natural family
1 to medical facility/hospital
April — June 2010 4 4 to supervised living home

Domain 4: Consumer-Friendly Outcomes

Consumer Outcomes refers to the impact of seragndse lives of individuals who receive care. Ohe o
the primary goals of system improvement is buildingcovery-oriented service system. Recovery and
stability for a person with disabilities means mayindependence and control over one’s own lif@)de
considered a valuable member of one’s communitytailg able to accomplish personal and social
goals.

All persons — including those with disabilities ant to be safe, to engage in meaningful daily @i

to enjoy time with supportive friends and familypdato participate positively in the larger communit
The SAMHSA National Outcome Measures and the CM8&li@QuFramework include a wide variety of
measures of consumers’ perceptions of service mgs@nd measures of functioning in areas such as:
» Symptom reduction, abstinence, and/or behaviorpfdvements

* Housing stability and independence

» Enhanced employment and education

» Social connectedness

* Reduction in emergency department and hospitatigtacare

* Reduction in criminal involvement
» Participation in self-help and recovery groups

Based on analysis of data on consumer outcomeBjitison adopted improvements in two of these
areas — housing and employment / education — astol@s in théSate Srategic Plan 2007-2010.
Results of initiatives in these areas can be fonrbe Spotlights on Progress Reports at
http:/mwww.ncdhhs.gov/mhddsas/stateplans/plans naglishments/index.htm#spotlight
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Measure 4.1: Outcomes for Persons with Developmental Disabilities

As seen in Table 4.1, in annual interviews with Bdhsumers in SFY 2008-09, the majority of
individuals in North Carolina reported having injntb life decisions. (See Appendix D for detaifs o
this survey.) While less than half of consumerthwievelopmental disabilities reported choosingnehe
they live, 65% reported choosing the staff thaptibeém in their home. Over three-fourths of the
consumers in North Carolina reported choosing thleice of work and 62% of consumers reported
choosing the staff persons who assist them in thetk.

Table 4.1
Outcomes for Consumers with Developmental Disabilities
SFY 08/09
100%
80%
60%
40% 04 81%
0 65% 66% - 62% 61%
20% 46% 45%
0%
Consumers Consumers Consumers Consumers
Chose Place Chose Staff Who Chose Place of Chose Staff Who
Where They Live Help Them at Work Help Them at
Home Work
@ North Carolina | All Participating States

SOURCE: National Core Indicators Project, Consusawey. Project Year 2008-09.

The Division expects that the state’s focus on edaibon and employment opportunities will
continue to increase choices for consumers, althoghis progress may be slowed by the impact of
the current economic downturn.

Measure 4.2: Outcomes for Persons with Mental lliness

For persons with mental iliness, SAMHSA is focushational Outcome Measures on reducing
symptoms that limit consumers’ abilities to maintpositive, stable activities and relationships.
Successful engagement in services for even threghmaan improve consumers’ lives, as shown in data
from NC-TOPPS consumer interviews below. (See AdpeD for details on the NC-TOPPS system
used to collect this data.)

The Division has been recognized nationally foN@G-TOPPS consumer outcomes system that provides
excellent evidence of a service system that is atipa the positive well-being of consumers througiho

the system. The system is pivotal to the efforthe Divisions, LMEs and providers to effectively
implement and evaluate quality care that is botiloactable and cost-effective.

Table 4.2.a shows improvement in the lives of e¢kidunder age 12 with mental health problems (who
received at least three months of treatment duBig 2008-09). All of these areas below showed
improvements after three months of treatment, thstmoticeable being a thirteen percentage pooy dr
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in severe mental health symptoms. This improverngesktremely important and points to treatment tha
has made a positive impact in the lives of thesesomers.

Table 4.2.a
Reduction in Problems for Children with Mental Health Problems
SFY 08/09
100%
80% -

65%

60%

40%

20%

0%

Severe Mental Health Suicidal Thoughts Impaired Family
Symptoms Relationships (Fair or
Poor)
@ At Admission m After 3 Months of Senvice

SOURCE: NC Treatment Outcomes & Program Perform&ystéem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - Jin&B309 matched to 3-Month Update
Interviews.

Table 4.2.b shows improvement for adolescents (4B¢s 17) with mental health problems (who
received at least three months of treatment du8iRg 2008-09) in all of the following areas: probkem
school, severe mental health symptoms, suicidalghts, impaired family relationships, and troublghw
the law.

» The rate of suicidal thoughts was cut in half bemvthe time of admission to after three months
of treatment (from 17% to 8%, respectively).

» Arrests and mental health symptoms each decregsedehthird between the time of admission
to after three months of treatment.

* The most improvement is seen in a fifteen percenpaint decrease in adolescents having
problems that interfere with school. The importaatthis improvement cannot be over-
emphasized in promoting the wellbeing and enhafnectionality of these youth in this critical
life domain.
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Table 4.2.b
Reduction in Problems for Adolescents with Mental Health Problems

SFY 08/09
100%

80% - 70%
60%
40%

20%

0%

Problems Severe Mental Suicidal Impaired In Trouble with
Interfere with Health Thoughts Family the Law
School Symptoms Relationships

(Fair or Poor)

@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - JUh&B809 matched to 3-Month Update
Interviews.

As seen in Table 4.2.c on the next page, prograsswade in the lives of adults with mental health
problems in reducing their symptoms and the problassociated with those symptoms after only
three months of treatment. Similarly to adolescehts greatest gain was in reduction of problems
with work or other activities (down 21 percentagéngs). Other noteworthy gains were made in
reducing the severity of mental health symptomsvd@6 percentage points) and suicidal thoughts
(down 14 percentage points). In addition, someawpments were made in family relationships as
well as reducing arrests during treatment. Callebt, these findings are very meaningful in
portraying the effectiveness of treatment of adwits mental health problems.
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Table 4.2.c
Reduction in Problems for Adults
with Mental Health Problems

100% SFY 08/09
80% - 69%
60%
40%
20%
0%
Problems Severe or Suicidal Impaired Arrests
Interfere with Extremely Thoughts Family
Work/Other Severe Relationships
Activities Symptoms (Fair or Poor)
@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - JUh&B09 matched to 3-Month Update
Interviews.

Three months of service also made a positive @iffee in the quality of life for adults with mentedalth
problems as seen in Table 4.2.d on the next page.

= Even in difficult economic times for the state astale, the percent of adults employed full or
part-time increased five percentage points dureatent.

» The greatest gain was made in the percent of adydtsting positive emotional wellbeing
(increase of 14 percentage points).

* The percent of adults participating in positive coumity activities and recovery or self-help
groups increased slightly.

These gains all point to significant strides ofsthadults in moving into lives of increased seguyrit
stability and integration in the community.
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Table 4.2.d
Improvements in Life Functioning for Adults
with Mental Health Problems
100% SFY 08/09
0
80%
60% -
0f
40% 4% 29% 30%
16% 18%
20% - 14% g 9% 12%
0% -
Employed Full or Positive Emotional Community Participation in
Part Time Wellbeing Participation Recovery/Self-Help
Groups
‘ @ At Admission m After 3 Months of Senvice ‘

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - JUh&B809 matched to 3-Month Update
Interviews.

Adults, as well as children and adolescents, whwane engaged in services for more than three months
can be expected to continue improving in all ofdheas shown abovaVith continuous appropriate
services based on person-centered goals, the Digisiexpects to see long lasting improvements in
these areas, although progress may be slowed by tingpact of the current economic downturn.

Measure 4.3: Outcomes for Persons with Substance Abuse Disorders

SAMHSA National Outcome Measures for persons withstance abuse problems focus on eliminating
the use of alcohol and other drugs in order to anprconsumers’ well-being, social relationships and
activities. Successful initiation and engagemersrvices with this population can have very positi
results in a short time, as shown in the data fIREEATOPPS consumer interviews below. (See Appendix
D for details on the NC-TOPPS system used to doites data.)

Table 4.3.a shows that adolescents (ages 12 wwiftvubstance abuse problems (who received three
months of treatment during SFY 2008-09) showed ingdun improvement in a variety of areas of their
lives. Most notably, the percent of youth who usebstances decreased drastically (a drop of 55
percentage points) and those experiencing suithdalghts and in trouble with the law dropped by enor
than half. In addition, youth with impaired famiglationships decreased by 17 percentage points and
problems interfering with school saw a decreagempercentage points. The importance of these
critical gains cannot be overemphasized in pomigyhe effectiveness of treatment services in
dramatically decreasing consumer problems acressiety of critical life domains.
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Table 4.3.a
Reduction in Problems for Adolescents
with Substance Abuse Problems

SFY 08/09
100% 9000

80%
60%
40% -
20%

0%

Problems  AnySubstance Suicidal Impaired In Trouble with
Interfere with Use Thoughts Family the Law
School Relationships

(Fair or Poor)

@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - JUh&B809 matched to 3-Month Update
Interviews.

Similar progress was made among adults in redwsiibgtance use and related problems as shown in
Table 4.3.b below. The most notable decreases&ardn in the percent of adult consumers usingsdrug
or alcohol. The decrease in the use of drugs aradolfj consumers was 51 percentage points and the
decrease in the use of alcohol was 46 percentdgespdn addition, the percent of adults that had
problems interfere with their daily activities aadhsuicidal thoughts was roughly cut in half whiile
percent of adults arrested decreased by more @inThese kinds of significant, life-changing
improvements cannot be overstated.

Table 4.3.b
Reduction in Problems for Adults
with Substance Abuse Problems

SFY 08/09
100%
04 0,
80% 64% 72%
60% -
40%
20%
0%
Problems Any Alcohol ~ AnyDrug Use Suicidal Impaired Arrests
interfere with Use thoughts Family
Work/Other Relationships
Activities (Fair or Poor)
@ At Admission m After 3 Months of Senice
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SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - JUh&B09 matched to 3-Month Update
Interviews.

Table 4.3.c shows that services also had a positigact on the quality of life of adult substanteise
consumers.

= As with adult mental health consumers, the peroéatults employed full or part-time increased
during treatment (from 36% to 43%).

» The percent of adults reporting positive emotiomellbeing increased from a third at admission
to more than half after three months of service.

* The percent of adults participating in positive coamity activities increased by eight percentage
points.

» The percent of adults participating in recovengelf-help groups doubled.

Again, these changes in client wellbeing and pasitidjustment suggest the strength and effectigenies
treatment across multiple critical life domains.

Table 4.3.c
Improvements in Life Functioning for Adults
with Substance Abuse Problems

SFY 08/09
100%

80% -

60% - 53%

40% -

20%

0%

Employed Full or Positive Emotional Community Participation in
Part Time Wellbeing Participation Recovery/Self-Help
Groups
@ At Admission | After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2008 - Jin&B309 matched to 3-Month Update
Interviews.

As seen for adult mental health consumers, helpihgt substance abuse consumers maintain and
improve their employment situation is an area withim for improvement. This area, of course, is
significantly impacted by the broader economic sswinent which varies dramatically across the state.
The Division expects those who remain engaged inrgiees for more than three months to continue
improving in this and other areas of their lives, gen though progress may be slowed by the impact
of the economic downturn.

28



Domain 5: Quality Management Systems

Quality Management refers to a way of thinking arsystem of activities that promote the identifmat
and adoption of effective services and managemagatipes. The Division has embraced the CMS
Quality Framework for Home and Community-Based ®eis; which includes four processes that
support development of a high-quality service syste

» Design or building into the system the resources andhaeisms to support quality.

» Discovery, or adopting technological and other systems theganformation on system performance
and effectiveness.

* Remediation or developing procedures to ensure prompt caorectf problems and prevention of
their recurrence.

» Improvement, or analyzing trends over time and patterns aqo®sps to identify practices that can
be changed to become more effective or successful.

These processes include activities to ensure alfdion of basic quality and to implement ongoing
improvements. The first set of activities, oftebdbedquality assurance focuses on compliance with
rules, regulations and performance standards th&qi the health, safety and rights of the indieild
served by the public mental health, developmensalhilities and substance abuse services systeen. Th
second set of activities, labelgdality improvement, focuses on analyzing performance information and
putting processes in place to make incrementaleefents to the system.

Measure 5.1: Pilot of Provider Performance Reports
The Division is preparing to pilot performance regpdor individual provider agencies, beginningtwit
selected CABHAS that offer mental health servi¢€se Measure 6.2 for more information on
CABHAs.) The purpose of these annual provider respisrto (1) assist individuals in the selection of
service agencies, (2) guide local and state ovetrgiplicy and planning decisions, (3) provide
standardized benchmarks for evaluating providelitguéd) support evaluation of the impact of DHHS
initiatives, and (5) help providers learn from gedtach agency report will include:

» Descriptive information about the agency, includéegvices offered, time in business, and time

accredited,

» Oversight agencies’ monitoring results

* LME’s assessment of confidence

» Consumers’ perceptions of the agency

» Consumers’ progress toward recovery

A draft of the two-page report template was disseteid in May 2010 and revised based on feedback
from consumers, providers and other stakeholdeetinknary reports will be distributed to each agen
participating in the pilot in SFY 2010-11. Afterciorporating feedback from those agencies, the final
reports will be made available to the public in SEO11-12.

Measure 5.2: North Carolina Treatment Outcomes and Program Performance System
(NC-TOPPS) Query System

Over the past year, the Division has worked togase the utility of its consumer outcomes system,

North Carolina Treatment and Outcome Program Pedace System (NC-TOPPS). In the fall of 2010, a
newer version of the online reporting system wéessaised. This online report system allows the public
view and print graphs showing current statewide H.&hd provider-specific information on meaningful
outcomes for substance abuse and mental healtbroens. The data for these important measures, which
include National Outcomes Measures, such as alatbdrug use, employment, homelessness and
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mental health symptoms, are updated on a monthig loiisplaying the most recent six months’ data Th
new version not only allows the public to now vieutcomes data on individual providers of mental
health and substance abuse services; it also g®wulltiples way to view and compare data (seescre
shot below). A user can (1) build a custom refmran individual agency or LME that includes mpil
outcome measures, (2) search for all agenciedbétaing to a corporate umbrella agency and produce a
custom report of multiple outcome measures fortimebrella agency” (multiple locations across the
state), and (3) compare multiple LMEs and/or prewiggencies (up to five) alongside the state on one
particular outcome measure. The new and improvadc@nes at a Glance” dashboard can be found at
the NC-TOPPS page of the Division’s websitétp://www.ncdhhs.gov/mhddsas/nc-topps/

NC-TOPPS Outcomes at a Glance 2.0:

) NC-TOPPS Outcomes at a Glance - Mozilla Firefox
Fle Edit View History Bookmarks Tools  Help

O cxal

DHHS Wab | ] DVMH Staff Directory || DMH Intranet || NG Homepage 7 Beacon (0% NG MHDDSAS: Hare ..

{iTaal1 sl 4 https: | fnctopps.ncdmb.netProviderQuery/Tndex. aspx 7 '| \':'" Songle 7

| \j NC-TOPPS Outcomes at a Glance | |

Build Custom Report Build Custom Compare Locations
Aggregate Report

A < e

LME Outcomes at a Glance

(Legacy Dashboard)
-
e
N c_ NC-Treatment Qutcomes and Program Performance System ( % 0 \
To P Ps NC-TOPPS data is used in treatment, quality improvement and research EJ J j/
NC DMH/DD/SAS

Done =)

:4 start ExWEBBUSCEY | ¥ nNcTomsoutomes.. & B S0

Making current data readily and easily accessibkssential to good system coordination, management
and improvement at both state and local levEh& Division expects to continue enhancing its data
systems and reports, while improving their usefulngs for knowledge management and quality
improvement as budget considerations allow.
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Domain 6: System Efficiency and Effectiveness

System Efficiency and Effectiveness refers to yeacity of the service system to use limited funds
wisely -- to serve the persons most in need inyathvat ensures their safety and dignity while hadpi
them to achieve recovery and independence. Antiffeservice system is built on an efficient
management system, key features of which includel gtanning, sound fiscal management and
thorough information management.

Making good decisions requires the ability to gatuaate, useful information quickly, easily and
regularly. It also requires efficient managemersadrce resources. Staff at all levels need to khew
status of their programs and resources in timake advantage of opportunities, avoid potential
problems, make needed refinements and plan ahead.

The DHHS LME Performance Contract serves as the Division’s vehicle for evaluating E fficiency
and effectiveness. It includes a standardized sobp®rk detailing the components of each functizat
the LMEs are expected to perform, reporting expiets, and critical system performance indicators.

Measure 6.1: Business and Information Management

Consumer data reported by the LMEs is coupled aldhms data to generate the information that the
Division uses to evaluate local and state systerfiopeance and to keep the Legislature informed of
system progress through this report. For thes@nsagsompliance is critical to LME and Division atfs
to manage the service system. THeHSLME Performance Contract includes requirements for timely,
complete and accurate submission of consumer aptgon information. The LMES’ compliance with
reporting requirements provides an indication ef$listem’s capacity for using information to manage
the service system efficiently and effectively.

As shown in Table 6.1, LMEs’ submission of timehdaaccurate information to the Division has
fluctuated during the past two state fiscal yednsall quarters, LMES’ have consistently perforniesdter
with meeting the report submission requirementa thaeting the data submission requirements. Data
submission has improved steadily over the pastywess (an increase of 14 percentage points fran fir
guarter of SFY 2008-09 to the fourth quarter of SF09-10). While LMEs are doing better with
submission of reports than with the submissionatédreport submission has fluctuated over theseour
of the two years. These are meaningful improvemleutsvill need continued attention.
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Table 6.1
Percentage of Report and Data Submission Standards Met
for DHHS-LME Performance Contract
SFY 08/09 - SFY 09/10
0, 0,
0% | 9% g P SR Qe P RF e
80% -
85% 84% 86% 86%
60% 4 72% 74% 8%
69%
40% +
20% -
0%
Jul-Sept | Oct-Dec | Jan-Mar | Apr-Jun | Jul-Sept | Oct-Dec | Jan-Mar | Apr-Jun
2008 2008 2009 2009 2009 2009 2010 2010
SFY 08/09 SFY 09/10
‘ —&— Report Submission Data Submission ‘

SOURCE: Data from SFY 2008-09 and SFY 2009-10 QuigrPerformance Contract reports.

Since much of the LMES’ data on consumers now cdno@s private providers, increased coordination
and communication between LMEs and providers ies&ary to ensure the timely flow of information.
The Department provides information to LMEs on Medtl-funded consumers to help ensure timely
notification about individuals served in the catemnarea. The LMESs, in turn, use this information t
monitor the provision of consumer services and iplerng’ compliance with data reporting requirements.

Due to budget cuts for SFY 2009-10, the Divisiosasking ways to streamline or reduce reporting
requirements without compromising the LMEs’ and &@ment’s capacity to use data to manage the
service systenmThe Division expects compliance to continue to varyomewhat as providers and
LMEs struggle to meet these demands with fewer reaeces to dedicate to such crucial
administrative activities.

Measure 6.2: Critical Access Behavioral Health Agency (CABHA) Monitoring

The DHHS has approved a definition and descriptiom new category of provider agency, a CABHA.
The CABHA represents a new category of providenagédor the delivery of mental health and
substance abuse services. The implementation ofHRARRquirements is designed to improve the
guality of care and likelihood of positive outconiesconsumers. CABHA-certified providers pass a
rigorous review process in order to achieve thaigiation. The Department’s goals in developing the
CABHA designation are to (1) ensure that criticaivices are delivered by a clinically competent
organization with appropriate medical oversight grelability to deliver a robust array of servicg&y;
move the public system over time to a more cohesemntice delivery model that reduces clinical
fragmentation at the local level and begins to aregthe provider community for the changes thdtlvel
required in a waiver environment; and (3) ensuat tonsumer care is based upon a comprehensive
clinical assessment and an appropriate array wfcesrfor the population to be served.

In order to assure that CABHASs continue to meetityuaf-care and consumer-outcome standards, an
outcome-based monitoring protocol was developel injput from consumers, families, CABHAs, and
LMEs, including LME Medical Directors. In additido regular local monitoring, the CABHA
monitoring will focus on eight key domains includir(1) achievement of personal outcomes for
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consumers, (2) medical and clinical leadershipué®) of community-based treatment services to addre
crisis needs, (4) appropriate referral patternsg@lity management plan, (6) integration with gibgl
health care, (7) the provision of core serviced, @) regulatory compliance. Administrative rules
regarding expectations for CABHAs and monitoringtpcols are currently being finalized. CABHA
monitoring will begin in SFY 2010-11.

Domain 7: Prevention and Early Intervention

Prevention and Early Intervention refers to adggitdesigned to minimize the occurrence of mental
iliness, developmental disabilities, and substaimese whenever possible and to minimize the sgyerit
duration, and negative impact on persons’ livesdnéisability cannot be preventéttevention

activities include efforts to educate the genetdlig, specific groups known to be at risk, andvidlals
who are experiencing early signs of an emerginglitiom. Prevention education focuses on the natfire
mental health, developmental disability, and sulzstaabuse problems and how to prevent, recognize an
address them appropriateBarly intervention activities are used to halt the progression armiSa@antly
reduce the severity and duration of an emerginglition.

Measure 7.1: Fetal Alcohol Spectrum Disorders (FASD)

The Fetal Alcohol Spectrum Disorders (FASDjjitiative is being paid for through the SubstaAteise
Block Grant Prevention dollars and the work is gegontracted through Mission Hospital in Asheville,
North Carolina. The initiative is committed to peening and treating FASD. To expand the reachef th
FASD Awareness and Prevention Initiative, the Donshas trained substance abuse prevention
professionals who work in NC’s Centers for PrevamfResources (CPRs), which are responsible for
supporting the development of prevention servicesss the state. The professionals at the CPRs can
now include information on FASD in their trainingsd seek training opportunities for groups most
impacted by FASD. This training and partnershipvfites a much broader reach across the state to
educate the public and prevention staff about FAS® expand the prevention message. For more
information on FASD, visit the SAMHSA FASD Center fExcellence website at:
http://www.fasdcenter.samhsa.gov/

Measure 7.2: Traumatic Brain Injury (TBI) and Veterans Initiatives

As the number of military service members with TBhtinues to increase, our state system will biedal
upon to assist with services. Consumers with TBfrohave the co-occurring disorders of substance
abuse and/or mental health and need several tygeswices. The Division continues to strengthen it
connections with active duty military, as well agriing closely with the National Guard and Resemees
triage service members and refer them to militaglth systems or to private treatment, as appriapria
These ongoing partnerships will strengthen the@sjistem to get service as soon as possible to all
individuals seeking services for TBI, substancesatand mental health issues.

Conclusion

The information provided in this report summarittes status of the service system over the pastlfisc
year. Overall, during this time the public MH/DD/SArvice system made progress from previous years,
an indication that the efforts of the Division dtsdlocal partners have met measured success. Howe
the economic challenges that North Carolina face$®aginning to show an impact on previous progress

8 FASD refers to a spectrum of conditions that inel@ietal alcohol syndrome, fetal alcohol effectsphabl-related
neurodevelopmental disorder, and alcohol-relatetth biefects.
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In addition to managing cuts in service and adrtiaiive funding, the state’s MH/DD/SA service syste
faces significant challenges this fiscal year,udahg:

Transition of consumers from community supporttteeo appropriate services
Transition of children and adolescents from groamés to more appropriate settings
Implementation of new CABHASs

Exploration of ways to increase coordination ofdabral and physical health care

Reduction in the administrative responsibilitied MEs and providers without jeopardizing
consumer health or safety

Development of two additional CAP-MR/DD Medicaid iwer tiers

Implementation of new Medicaid waiver programs,ikinto the one currently managed by
Piedmont Behavioral Health LME.

Preparation for implementing Healthcare Reform

While these initiatives provide great challengbsytalso provide great opportunities to make theice
system more efficient and effective. Meeting thedsallenges will foster greater collaboration amtrey
Division and its state and local partners, intdgrabf services and functions across agencies, and
creativity thinking among all participants.
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Appendix A: Legislative Background
Session Law 2006-142 Section 2.(a)(c) revised t@ed¢neral Statute (G.S.) 122C-102(a) to read:

“The Department shall develop and implement a Jt&a for Mental Health, Developmental
Disabilities and Substance Abuse Services. Thegserpf the State Plan is to provide a strategic
template regarding how State and local resourcals st organized and used to provide services.
The State Plan shall be issued every three yegisrbeg July 1, 2007. It shall identify specific
goals to be achieved by the Department, area atiisoand area programs over a three-year
period of time and benchmarks for determining wlefirogress is being made toward those
goals. It shall also identify data that will be dde measure progress toward the specified
goals....”

In addition, NC G.S. 122C-102(c) was revised talrea

“The State Plan shall also include a mechanisnmieasuring the State’s progress towards increased
performance on the following matters: access teices, consumer friendly outcomes, individualized
planning and supports, promotion of best practigeality management systems, system efficiency and
effectiveness, and prevention and early intervanfdeginning October 1, 2006, and every six months
thereafter, the Secretary shall report to the Gdfessembly and the Joint Legislative Oversight
Committee on Mental Health, Developmental Disab#itand Substance Abuse Services, on the State’s
progress in these performance areas.”
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Appendix B: SAMHSA National Outcome Measures

Substance Abuse and Mental Health Services Administration
National Outcome Measures (NOMs)

DOMAIN

Reduced
Morbidity

Employment/
Education

Crime and
Criminal Justice

Stability in
Housing

Social
Connectedness

Access/Capacity

Retention

Perception of
Care

Cost
Effectiveness

Use of
Evidence-Based
Practices

OUTCOME

Abstinence
from Drug/Alcohol
use

Decreased
Mental liiness
Symptomatology

Increased/Retained
Employment or Return
to/Stay in School

[t d Cri

Mental Health

NOT APPLICABLE

Under
Development

Profile of adult clients
by employment siatus
and of children by
increased school
attendance b

Profile of client
I

Justice Involvement

increased Stability
in Housing

Increased Social

in
criminal and juvenile
justice systems

Profile of client's change
in living situation
(including homeless
status) b

Substance Abuse

Treatment

Reduction infno change
in frequency of use

&t date of last service
compared o date of
first service

NOT APPLICABLE

Increase infno change in
number of employed or
in school at date of last

Prevention

30-day subslance use
(non-usefreduction
in use) b
Perceived risk/
harm of use b

Age of first use b

Perception of
I/attitude

NOT APPLICABLE

Perception of workplace
policy; ATOD-related
suspensions and

; attendance

service to first
service b

Reduction infno change
in number of arests in
past 30 days from date
of first service to date
of last service B

Increase infno change
in number of clients in
stable housing situation
from date of first service
1o date of last service b

SupportsiSocial Under Under
Connectedness ! De Dy
Unduplicated count of
persons served;
inciuased A f lon rate-

1o Services
(Service Capacity)

Increased Retention
in Treatment -
Substance Abuse

served by age, gender,
race and ethnicity B

NOT APPLICABLE

Decreased rate of
to State

of Psychiatric Inpatient
Beds - Mental Health

Client 2
Perception of Care’

Cost Effectiveness
(Average Cost) 2

Use of
Evidence-Based
Practices 2

psychiatric hospitals
within 30 days and
180 days

Clients reporting
positively about
outcomes b

Number of persons
receiving evidence-
based sarvicas/ numbar
of evidence-based
praclices provided by
the Stale

numbers served
compared to those
in need b

Length of stay from
date of first service
to date of last servicep

Unduplicated count of
persons served b

NOT APPLICABLE

Under
Development

Number of States
providing substance
abuse treatment
services within approved
cost per person

bands by the type

of treatment

Under

and enroliment

Alcohol-related car
crashes and injuries;
alcohol and drug-
related cime

Family communication
around drug use

Number of persons
served by age, gender,
race and ethnicity

Total number of evidence-
based programs and
siralegies; percentage
youth seeing, reading,
watching, or listening to

a prevention message

NOT APPLICABELE

NOT APPLICABLE

Services provided
within cost bands

Total number of
" based

programs and strategies

1 Eor ATR, “Social Support of Recovery" is measured by client participation in voluntary recovery or self-
help groups, as well as interaction with family and/or friends supportive of recovery.
2 Required by 2003 OMB PART Review.
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Appendix C: CMS Quality Framework

HCBS QUALITY FRAMEWORK

The Home and Community-Based
Services (HCBS) Quality Framework
provides a commen frame of reference
in suppert of productive dialogue
among all parties who have a stake in
the quality of community services and
supports for older persons and ind:-
viduals with disabilities. The Frame-
work focuses attention on participant-
centered desired outconies along seven

dimensions.

Program design s=ts the stage for
achieving these desired outcomes.
gram design addresses such topics as
service standards, provider qualifica-
tions, assessment, service planning,
monitoring participant health and
welfare, and critical safeguards (e.g.,
incident reporting and management

systems).

+| Parbcspant Acoess

Participant-Centered

Quality Management Functions

| Discovery || Rernadiation || Immmnll

Saryice Planning
and Delivery

Provider Capacity
and | and Capabilities |

Pro-

Program Design
J; Il -E- [ |

Partcepant Safeguands

QUALITY
FRAMEWORK

Quality management encompasses three functions:

# Discovery: Collecting data and direct participant experiences in order to assess the ongoing implementation of
the program, identifying strengths and opportunities for improvement.

¢ Remediation: Taking action to remedy specific problems or concerns that arise.

¢« Continuous Improvement: Utilizing data and quality information to engage in actions that lead to continuous
improvement in the HCES program.

Focus

Participant Access

Desired Cutcome

Indiziduals have aocess to home and commnity-based services
and supperts in thelr campinizies,

Participant-Centerad
Service Planming and
Deelivery

Eervices and supports are planned and gffectively implemented
in accordarce with each participant s uniue needs. expressed
preferences and dectsicns concerning hisfer [fe Do the
COMRTNILY

Provider Capacity
and Capabilities

There wre sufficient HCBS providers and they possess and
demonstrate the capability to gffectively serve particpnants.

Participant
Safeguards

Participaets are safe and secure m their homes and
commrnines. taking into mecorot their informmed and expressad
choices,

Participant Rights
and Responsibilities

Participamts recelve support o exercise
Rccepting personl rﬂpﬂ?:s:'tﬂ:'::'es.

their rights wud it

Parficipant Outcomes
and Satisfaction

Participants are satisfied with their sorvices and achisve
desired mutcomes.

System Performance

The system supports participants gfficiently and efectively and
constantly sirives fo improne qualicy

Chaality managsment gauges the effec-
tiveness and functionality of program
design and pinpoints where attention
should be deveted to secure improved
cutcomes.

Program design features and quality
management strategies will vary from
program to pregram, depending on the
nature of the program’s target population,
the program’s size and the services that it
offers, its relationship to other public pro-
grams, and additional factors.

The Framework was developed in part-
nership with the National Associations of
State Directors of Developmental Dis-
abilities Services, State Units on Aging,
and State Medicaid Directors.

&, A

NASDDDS

Namira Ao o Sn (e T L
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Appendix D: Description of Data Sources

Domain 1: Access to Services

Tables 1.1.a— 1.1.c Persons Servethe Division Client Data Warehouse (CDW) providesa on
persons served. This system is the primary repgdioo data on persons receiving public mental theal
developmental disabilities, and substance abusgssr It contains consumer demographic and
diagnostic information from extracts of the LMEsanagement information systems and DHHS service
reimbursement systems. It also contains informatioconsumers’ use of state-operated facilities and
consumer outcomes extracted from the Healthcarerftige Accounts Receivable Tracking System
(HEARTS) and the North Carolina Treatment Outcoares Program Performance System (NC-TOPPS)
described below.

The number of persons served (unduplicated) isutzled by adding the active caseload at the baggnni
of the fiscal year (July 1) and all admissions datthe fiscal year (July 1 through June 30) and
subtracting discharges during the fiscal year. dikability of the consumer is based on the diaignos
reported for the consumer on paid IPRS and/or Medliservice claims. The consumer's age on June 30
at the end of the fiscal year is used to assigréinsumer to the appropriate age group (e.g. @mldr
adults).

Table 1.2 Persons Seen within Fourteen Days of Reegt: This measure is calculated by dividing the
number of persons requesting routine (non-urgear® mto the number who received a service withen t
next 14 days and multiplying the result by 100. irtiermation comes from data submitted by LMEs and
published in th&€€ommunity Systems Progress Reports. The sources are LME screening, triage, and
referral logs and quarterly reports submitted leytMEs. The data reflect consumers who requested
services from an LME. It does not include data&onsumers that directly contacted a provider for an
appointment.The Division verifies the accuracy of the infornaaitithrough annual on-site sampling of
records. More information on tl@mmunity Systems Progress Report can be found on the web at:
http://www.ncdhhs.gov/mhddsas/statspublicationgfrisfindex.htm

Domain 2: Individualized Planning and Supports

Tables 2.1.a and 2.2.a Choice among Persons withv@pmental Disabilities: The data presented in
these tables is obtained through in-person intesvigith consumers in the project year 2008-09,aa6 p
of the National Core Indicators Project (NCIP). g project collects data on the perceptions of
individuals with developmental disabilities viaperson interviews and their parents and guardians v
mail surveys. The interviews and surveys ask qoiestabout service experiences and outcomes of
individuals and their families. More information tre NCIP, including reports comparing North
Carolina to other participating states on othersuess, can be found at:
http://www.hsri.org/nci/index.asp?id=reparts

Tables 2.1.b and 2.2.b Choice among Persons with hal Health and Substance Abuse Disabilities:
The SAMHSA-sponsored Mental Health Statistical laygment Project's Consumer Survey (MHSIP-
CS) provides this data. This confidential surveysaguestions about the individual's access to sesyi
appropriateness of services, service outcomessatigfaction with services. More information on the
MHSIP-CS can be found dtttp://www.mhsip.org/Annual reports on North Carolina’s survey can be
accessed ahttp://www.ncdmh.net/dsis/LMEdirectory.html
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Domain 3: Promotion of Best Practices

Tables 3.1.a — 3.1.c Persons Receiving Evidence-8&asnd Best Practicestnformation on numbers
served in certain services comes from claims datagported to Medicaid and the Integrated Payment
and Reimbursement System (IPRS).

Tables 3.2.a and 3.2.b Management of State Hospitdbage:The data on the rate of persons served in
state psychiatric hospitals by age groups of coessimomes from the North Carolina Community
Mental Health Services Block Grant report, whichased on data in HEARTS, the system used to track
consumer care in state-operated facilities. Tl da state hospital admissions in SFY 2005-06uidino
SFY 2009-10 comes from data in HEARTS. The Divisiso reports this information in the North
Carolina Psychiatric Hospital Annual Statisticalp@ge, which is published by the Division and basad
data in HEARTS. This report can be found at:
http://www.ncdhhs.gov/mhddsas/statspublicationgfresfindex.htm

Table 3.2.c Admissions to ADATC FacilitiesThe data on admissions to ADATCs in SFY 2005-06
through SFY 2009-10 come from data in the Health&arterprise Accounts Receivable Tracking System
(HEARTS), the system used to track consumer caséate-operated facilities. The Division also répor
this information in the North Carolina ADATC Annutatistical ReportThis report can be found at:
http://www.ncdhhs.gov/mhddsas/statspublicationgirsfindex.htm

Tables 3.3 State Psychiatric Hospital Readmissiohe data on state hospital readmissions (30 days
and 180 days after discharge) in FFY 2008 come fteNorth Carolina Community Mental Health
Services Block Grant report, which is based on dtathe Healthcare Enterprise Accounts Receivable
Tracking System (HEARTS), the system used to tcacisumer care in state-operated healthcare
facilities.

Table 3.4 Follow-up Care for Consumers Dischargeddm State Developmental CentersThese data
are for SFY 2009-10 and come from reports submiteatterly by the developmental centers to the
Division of State Operated Healthcare Facilitidlse iumbers do not include persons discharged from
specialty programs (such as programs for persotish@th mental retardation and mental iliness) or
persons who were discharged after receiving respite only.

Domain 4: Consumer Qutcomes

Table 4.1 Outcomes for Persons with Developmentaligabilities: This information is obtained
through in-person interviews with consumers as qititie NCIP, described in Tables 2.1.a and 2.2.a
above.

Tables 4.2.a - 4.3.c Service Outcomes for Individisawith Mental Health and Substance Abuse
Disabilities: This information comes from the North Carolina Tre@nt Outcomes and Program
Performance System (NC-TOPPS). This web-basedmystéects information on a regular schedule
through clinician-to-consumer interviews for alkpens ages 6 and over who receive specific mental
health and substance abuse services. More infamati NC-TOPPS, including annual reports on each
age-disability group, can be foundhatp://www.ncdhhs.gov/mhddsas/nc-topps

Domain 5: Quality Management
Domain 6: Efficiency and Effectiveness

Table 6.1 Business and Information Managemenifable 6.1 includes timely, complete and accurate
submission of information required in tB#HS LME Performance Contract over the last state fiscal
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year. This report tracks LME performance in submitrequired data and reports to the Division. Some
requirements are quarterly while others are semuahor annual requirements. For these reasoas, th
number of requirements included in the denomindtmr$able 6.1 fluctuates over the four fiscal dees
represented. More information on tBelHS-LME Performance Contract, including the quarterly reports,
can be found atittp://www.ncdhhs.gov/mhddsas/performanceagreement/

Domain 7: Prevention and Early Intervention

Measure 7.1 North Carolina Strategic Prevention Frenework State Incentive Grant: Information on
the FASD Initiative can be found on the SAMHSA FASBnter for Excellence website at:
http://www.fasdcenter.samhsa.gov/

Measure 7.2 Traumatic Brain Injury (TBI) and Veterans Initiatives: The Division’s TBI Program
has more information located on the Division’s wibat: http://www.ncdhhs.gov/mhddsas/tbi/index.htm
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